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Abstract 

Background: Little information is available on the problem of chronic pain among homeless individuals. This study 
aimed to describe the characteristics of and treatments for chronic pain, barriers to pain management, concurrent 
medical conditions, and substance use among a representative sample of homeless single adult shelter users who 
experience chronic pain in Toronto, Canada. 

Methods: Participants were randomly selected at shelters for single homeless adults between September 2007 and 
February 2008 and screened for chronic pain, defined as having pain in the body for > 3 months or receiving 
treatment for pain that started > 3 months ago. Cross-sectional surveys obtained information on demographic 
characteristics, characteristics of and treatments for chronic pain, barriers to pain management, concurrent medical 
conditions, and substance use. Whenever possible, participants' physicians were also interviewed. 

Results: Among 152 homeless participants who experienced chronic pain, 11 (8%) were classified as Chronic Pain 
Grade I (low disability-low intensity), 47 (32%) as Grade II (low disability-high intensity), 34 (23%) as Grade III (high 
disability-moderately limiting), and 54 (37%) as Grade IV (high disability-severely limiting). The most common self- 
reported barriers to pain management were stress of shelter life, inability to afford prescription medications, and 
poor sleeping conditions. Participants reported using over-the-counter medications (48%), street drugs (46%), 
prescribed medications (43%), and alcohol (29%) to treat their pain. Of the 61 interviewed physicians, only 51% 
reported treating the patient's pain. The most common physician-reported difficulties with pain management were 
reluctance to prescribe narcotics due to the patient's history of substance abuse, psychiatric comorbidities, 
frequently missed appointments, and difficulty getting the patient to take medications correctly. 

Conclusions: Clinicians who provide healthcare for homeless people should screen for chronic pain and discuss 
barriers to effective pain management with their patients. 



Background 

Chronic pain, defined as "pain that persists beyond nor- 
mal tissue healing time, which is assumed to be 3 
months" [1], is highly prevalent in the general popula- 
tion [2-6]. In the United States, 11% of the general 
population suffers from chronic pain [7]. In a Canadian 
survey, 25% of respondents reported continuous or 
intermittent pain lasting 6 months or more [3]. Chronic 
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pain has a major adverse impact on quality of life and is 
a frequent reason for health care visits, yet clinicians 
often express a lack of comfort in treating patients with 
chronic pain [8,9]. 

Homelessness is a serious issue across North America: 
in the United States, about 3.5 million adults and chil- 
dren experience homelessness every year, and over 
800,000 individuals are homeless at any one time [10]. 
In Canada, an estimated 150,000 to 300,000 people 
experience homelessness each year [11], and in Toronto, 
Ontario, about 5,000 individuals are homeless on any 
given night [12]. Chronic pain is thought to be common 



o 



© 201 1 Hwang et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons 
BlolVICCl Central Attribution License ;i"ittp://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in 
any medium, provided the original work is properly cited. 



Hwang et al. BMC Family Practice 201 1, 12:73 
http://www.biomedcentral.com/1471-2296/12/73 



Page 2 of 9 



among homeless people, in part due to frequent injuries 
and the high prevalence of concurrent health conditions 
[13]. The management of chronic pain may be particu- 
larly challenging in this population because of barriers 
to obtaining health care, comorbid substance use and 
mental illness, and lack of a stable living environment 
[13,14]. However, few published studies have examined 
the problem of chronic pain among homeless 
individuals. 

The purpose of this study was to describe the charac- 
teristics of and treatments for chronic pain, barriers to 
pain management, concurrent medical conditions, and 
substance use among a representative sample of home- 
less single adult shelter users who experience chronic 
pain in Toronto, Canada. We sought to determine 
whether these characteristics varied according to the 
participants' Chronic Pain Grade, a validated measure of 
overall pain severity based on the patients' intensity, dis- 
ability, and duration of chronic pain [15,16], and 
hypothesized that participants who have more severe 
chronic pain would be more likely to require treatment 
for pain management, experience a greater number of 
barriers to pain management, have more concurrent 
medical conditions, and would report more frequent 
substance use. Whenever possible, data were also 
obtained from the patients' regular physicians or a phy- 
sician whom the patient had seen for pain in the past 
three months. These data provided information on the 
patients' chronic pain history, treatments being pre- 
scribed or recommended for managing the patients' 
pain, and problems experienced in managing the 
patients' pain. 

Methods 

Sampling Design 

Study participants aged 18 years or older were recruited 
between September 2007 and February 2008 at 17 shel- 
ters for single homeless adults (i.e., adults who do not 
live with a partner or dependent children) in Toronto. 
Ten were shelters for men only, five for women only, 
and two for men and women. At each shelter, indivi- 
duals were selected from the shelter's bed list using a 
random number generator. If a selected individual could 
not be located, was unwilling to participate, or was not 
eligible, another individual was randomly selected. The 
target number of participants at each shelter was pro- 
portionate to the number of shelter beds. A total of 150 
participants with chronic pain were chosen to provide a 
95% confidence interval of ± 8% for the prevalence of 
uncontrolled pain. 

Individuals were screened based on three questions: 
"Do you have pain in your body?"; "Are you being trea- 
ted for pain in your body?"; and "How long ago did your 
pain start?" Individuals were eligible to participate if 



they had experienced pain for > 3 months, regardless of 
whether they were receiving treatment for their pain. 
The pain could be either intermittent or continuous 
over time and either regional or widespread. All study 
participants provided written informed consent. Partici- 
pants received $10 for completing the survey. This study 
was approved by the Research Ethics Board at St. 
Michael's Hospital. 

Survey Instrument 

Data were obtained from a cross-sectional survey on 
demographic characteristics, history of homelessness, 
chronic pain history, pain management treatments, bar- 
riers to pain management, concurrent medical condi- 
tions, and substance use. The Chronic Pain Grade 
questionnaire was used to classify participants according 
to their overall pain severity [15,16]. This previously 
validated seven-item instrument measures chronic pain 
severity in three dimensions: intensity, disability, and 
duration. Participants were asked to rate pain intensity 
(current pain, worst pain in past six months, average 
pain in past six months) and pain-related disability 
(daily activities, social activities, and work activities) in 
the past six months on a 0-10 point scale and report on 
their duration of pain-related disability in the past six 
months. The instrument generates an overall score, 
which corresponds to qualitative differences in pain 
severity: Grade I (low disability-low intensity), Grade II 
(low disability-high intensity), Grade III (high disability- 
moderately limiting), and Grade IV (high disability- 
severely limiting). 

Information was obtained on the participants' chronic 
pain history, including duration, location, and cause of 
pain. Participants were asked about their use of treat- 
ments for their pain in the past three months: over-the- 
counter medications, prescription medications, alcohol, 
street drugs, and other therapies (including herbal reme- 
dies, acupuncture, physical therapy, psychotherapy, mas- 
sage therapy, and relaxation techniques). 

To examine barriers to chronic pain management, 
participants were asked, "Can you name any problems 
you have had in managing your pain?" If participants 
had difficulty understanding this question, they were 
asked "Do you find it difficult to take care of your 
pain?" and if the response was affirmative, they were 
subsequently asked "What makes it difficult for you to 
take care of your pain?" Participants' spontaneous 
responses were recorded verbatim and categorized 
according to the following categories: health care system 
(general and physician-related), shelter system, biomedi- 
cal, financial, personal, and physical environment. Parti- 
cipants' responses were also prompted using a list of 
common barriers previously identified through pilot 
testing. Participants were asked to report on their 
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perceived level of pain control on a four-point scale 
(very uncontrolled to very controlled) and level of satis- 
faction with medical care on a four-point scale (very 
unsatisfied to very satisfied). 

Concurrent medical conditions were assessed using 
self-report items. Participants were asked to report alco- 
hol and drug use, excluding prescription medications 
taken on the advice of a doctor or nurse, in the past 
three months. For each substance used, participants 
were asked to report frequency of use and the perceived 
effect of the drug on their pain. The CAGE question- 
naire was administered to participants who reported any 
alcohol use in the past three months in order to assess 
alcohol dependency [17]. 

Physician Interviews 

Participants were asked to consent to interview their 
physician about health conditions and pain manage- 
ment. These physicians included any family doctor or 
specialist whom the participant was seeing regularly or 
had seen for pain in the past three months. If a partici- 
pant reported having more than one physician, the 
physician who was treating or aware of the chronic 
pain was selected. A minimum of four attempts were 
made to conduct a telephone interview with each 
physician. 

If physicians were aware of their patient's chronic 
pain, they were asked about the duration, location, and 
cause of the pain; the medications or treatments being 
provided for pain; the problems experienced in mana- 
ging their patient's pain; and the problems experienced 
by the patient in managing their own pain. The physi- 
cians, who were not informed that their patient was 
homeless at the time of the study, were also asked to 
describe their understanding of the patient's housing 
situation. 

Data Analysis 

Bivariate analyses were conducted to assess the associa- 
tion between Chronic Pain Grade and demographic 
characteristics, history of homelessness, chronic pain 
history, pain management treatments, barriers to pain 
management, concurrent medical conditions, and sub- 
stance use. Comparisons were made across Chronic 
Pain Grades (I, II, III, and IV) using one-way Analysis of 
Variance (ANOVA) for continuous variables and chi- 
square tests for categorical variables. Comparisons were 
also made between participants who had corresponding 
physician data and those who did not using ANOVA for 
continuous variables and chi-square tests for categorical 
variables. All analyses were performed using SPSS 15.0 
for Windows (SPSS Inc., Chicago, IL) and STATA 9.0 
(StataCorp LP, College Station, TX). 



Results 

Participant Survey 

Of 312 shelter residents who were screened for eligibil- 
ity, 162 had chronic pain according to our study defini- 
tion; 10 individuals with chronic pain refused to 
participate, resulting in a final sample of 152 partici- 
pants (94% of those eligible) who were enrolled in the 
study. On average, participants reported that they had 
experienced chronic pain for 10.3 years (95% CI: 8.7- 
11.9 years); the average age of onset was 35.8 years old 
(95% CI: 33.7-38.0 years old). Chronic Pain Grade scores 
were missing for 6 participants. Among the remaining 
participants, 11 (7.5%) were classified as Chronic Pain 
Grade I (low disability-low intensity), 47 (32.2%) as 
Grade II (low disability-high intensity), 34 (23.3%) as 
Grade III (high disability-moderately limiting), and 54 
(37.0%) as Grade IV (high disability-severely limiting). 

Demographic information, characteristics of and treat- 
ments used for pain, chronic medical conditions, and 
substance use according to Chronic Pain Grade are 
shown in Table 1. The three most common locations of 
pain were back (52.0%), knees (28.9%), and shoulders 
(21.1%). Participants classified as having more severe 
pain (as indicated by Chronic Pain Grade) were more 
likely to report that the location of their pain was their 
back (X 2 = 11.7, df = 3, p = 0.009) or their legs (X 2 = 
11.6, df = 3, p = 0.009). Injuries were the most common 
cause of participants' chronic pain. 

Barriers to chronic pain management are shown in 
Figure 1. The stress of shelter life (e.g. instability and 
lack of privacy), inability to afford prescription medica- 
tions, poor sleeping conditions, inability of physicians to 
identify the cause of pain, inability to afford (or obtain) 
complementary and alternative therapies, transportation 
issues (e.g. difficulties getting to medical appointments), 
adverse reactions to medications, belief that the medica- 
tions are ineffective, problems with the doctor-patient 
relationship (other than discrimination), and inability to 
restrict physical activities were all listed as common bar- 
riers. Participants with more severe pain were more 
likely to report a higher number of barriers to pain 
management (F = 10.6, df = 3, 142, p < 0.001). 

Eighty-five participants (55.9%) reported having a regu- 
lar medical doctor; of these, 60 (70.6%) reported that this 
physician was treating their chronic pain. Fifty-one partici- 
pants (33.6%) had sought care for pain from a physician 
other than their regular medical doctor in the past three 
months. Forty participants (26.5%) reported that they had 
needed health care for their pain in the past three months 
but had not been able to get it. Of those receiving medical 
care for pain (n = 88), 58.0% were "very" or "somewhat" 
satisfied with their care. Chronic pain severity was signifi- 
cantly and inversely associated with participants reporting 
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Table 1 Demographic characteristics and chronic pain history among homeless participants by Chronic Pain Grade 
(n = 146) 



Characteristic 




Chronic Pain 




p-value 


Grade 1 
(n = 11) 


urade m 
(n = 47) 


j. in 
urade Ml 

(n = 34) 


Grade IV 
(n = 54) 




Age (years), mean (sd) 


48.2 (9.2) 


44.9 (1 1 .7) 


45.9 (1 2.6) 


46.2 (9.3) 


0.826 


Sex, n (%) 










0.378* 


Male 


7 (63.6) 


39 (83.0) 


29 (85.3) 


43 (79.6) 




Female 


4 (36.4) 


7 (14.9) 


5 (14-7) 


11 (20.4) 




Transgendered 


0 (0.0) 


1 (2.1) 


0 (0.0) 


0 (0.0) 




Lifetime duration of homelessness, n (%) 










0.665 


< 2 years 


5 (45.5) 


25 (53.2) 


16 (47.1) 


22 (40.7) 




> 2 years 


6 (54.5) 


22 (46.8) 


18 (52.9) 


32 (59.3) 




Source of income, n (%) f 












Disability benefits 


2 (18.2) 


10 (21.3) 


1 1 (33 3) 


1 5 (27.8) 


0.595 


Social assistance 


3 (27.3) 


9 (19.1) 


8 (24.2) 


11 (20.4) 


0.906 


Wages or salary 


4 (36.4) 


1 1 (23.4) 


3 (9-1) 


4 (7.4) 


0.020 


Highest level of education, n (%) 










0.084 


Less than high school 


1 (9.1) 


18 (38.3) 


15 (44.1) 


27 (50.0) 




High school or equivalent 


1 0 (90.9) 


29 (61.7) 


19 (55.9) 


27 (50.0) 




Has a regular medical doctor, n (%) 


7 (63.6) 


20 (42.6) 


21 (61.8) 


36 (66.7) 


0.087 


Duration of chronic pain (years), mean (sd)* 


7.5 (6.8) 


9.8 (9.8) 


8.3 (9.0) 


12.5 (10.9) 


0.184 


Age at onset of pain (years), mean (sd) 


40.6 (11.9) 


35.4 (13.6) 


37.6 (13.3) 


33.7 (13.2) 


0.339 


Location of pain, n (%) + 












Back 


2 (18.2) 


18 (38.3) 


20 (58.8) 


34 (63.0) 


0.009 


Knees 


4 (36.4) 


1 1 (23.4) 


8 (23.5) 


18 (33.3) 


0.579 


Shoulders 


2 (18.2) 


7 (14.9) 


6 (1 7.6) 


1 6 (29.6) 


0.292 


Feet 


2 (18.2) 


1 1 (23.4) 


5 (14-7) 


9 (16.7) 


0.754 


Legs 


0 (0.0) 


5 (10.6) 


3 (8.8) 


1 6 (29.6) 


0.009 


Hands 


0 (0.0) 


7 (149) 


5 (14 7) 


10 (18.5) 


0.483 


Hips 


1 (9.1) 


7 (149) 


5 (14 7) 


8 (14.8) 


0.965 


Ankles 


3 (27.3) 


6 (12.8) 


2 (5.9) 


10 (18.5) 


0.228 


Abdomen/genitourinary 


1 (9.1) 


7 (14.9) 


2 (5.9) 


8 (14.8) 


0.571 


Neck 


1 (9.1) 


5 (10.6) 


2 (5 9) 


8 (14.8) 


0.623 


Widespread pain 


0 (0.0) 


1 (2.1) 


0 (0.0) 


3 (5.6) 




Other location 


5 (45.5) 


1 3 (27 7) 


9 (26 5) 


28 (51.9) 




Cause of pain, n (%) + 












Injury 


7 (63.6) 


26 (55.3) 


20 (58.8) 


34 (63.0) 


0.875 


Arthritis 


1 (9.1) 


5 (10.6) 


7 (20.6) 


13 (24.1) 


0.278 


Other 


2 (18.2) 


21 (44.7) 


15 (44.1) 


23 (42.6) 




Don't know 


1 (9.1) 


7 (14.9) 


6 (1 7.6) 


11 (20.4) 


0.784 


Unmet needs for pain management, n (%) 


2 (18.2) 


12 (25.5) 


9 (26.5) 


1 6 (29.6) 


0.878 


Number of barriers to pain management, mean (sd) s 


2.6 (2.7) 


3.7 (3.2) 


5.6 (3.1) 


7.3 (3.8) 


< 0.001 


Pain control, n (%) 










< 0.001 


Very or somewhat controlled 


1 0 (90.9) 


35 (76.1) 


14 (41.2) 


1 9 (35.2) 




Very or somewhat uncontrolled 


1 (9.1) 


11 (23.9) 


20 (58.8) 


35 (64.8) 




Satisfaction with medical care, n (%)** 










0.049 


Very or somewhat satisfied 


4 (100.0) 


14 (63.6) 


16 (72.7) 


1 6 (44.4) 




Very or somewhat unsatisfied 


0 (0.0) 


8 (36.4) 


6 (27.3) 


20 (55.6) 




Currently being treated for pain in body, n (%) 


1 (9.1) 


1 6 (34.0) 


18 (52.9) 


25 (46.3) 


0.042 


Treatments used for pain in past 3 months, n (%) + 












OTC medications 


5 (45.5) 


21 (44.7) 


19 (55.9) 


25 (46.3) 


0.766 


Street drugs 


3 (27.3) 


18 (38.3) 


1 8 (52.9) 


28 (51.9) 


0.253 


Prescription medications ++ 


1 (9.1) 


13 (27.7) 


21 (61.8) 


30 (55.6) 


< 0.001 
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Table 1 Demographic characteristics and chronic pain history among homeless participants by Chronic Pain Grade 
(n = 146) (Continued) 



Almhnl 
r\ILUl IUI 


1 (Q 1 1 


15 (31 9) 


9 (26 5) 


1 8 (33 3) 


0412 


wLI lfcM LI It: Id pic:; 


3 ill 31 


1 4 (1Q R1 


4 (1 1 8) 


14 (25 9) 




rnnn irrt^nt mprlifal <"~nnHitir~inc^ 

\_Ullv_UIICIIL 1 1 IcU ILal ^KJ\ IU 1 LIUI 1 J 












Pip pi rp c c i r\ n 


4 f3fi41 


1 s m qi 


1 6 147 1 1 


23 (42 6) 


0 532 


Arthritic 

rAI LI 1 1 1 Llo 


3 ill 31 


1 9 (9S SI 
i z i^zd.d; 


1 1 (37 4i 


26 (48 1 ) 


0 099 


r\iU 1 1 1 Id 


1 (Q 11 


1 1 (23 4) 


1 5 (44 ] ) 




0 085 


1 w/or nrnh pmc f~ir npriatitic 
Llvtrl Ul UkJIC.1 1 Ij Ul IICLJdllllo 


z t, i o.z; 


11 (93 41 


10 HQ 41 


19 135 71 


0 502 


r— linn l~ili"ir~iri r~irpicci irp 
i nyi i kJiuuu \J\ cjiui c 




q n q 11 


10 HQ 41 


18 133 31 


0452 


K/lij~ir"ainf^ hpsn^rnpc 
IVliy 1 all IC I I caudal itri 


0 (00) 


7 (14Q1 


1 1 (35 31 


19 135 71 


0 013 


COPD 


1 (9 11 

I V"- 1 / 


7 (14 91 


7 (20.6) 


14 (75 91 


0.425 


^tnmsrh nr intpctinsl i ilrprc 

J [\Jl i 1 Ul IIILCTjLIIIuI UI^CTIj 


0 (0.0) 


5 (10.6) 


5 (14 71 


14 (75 91 


0.074 


1— loart Hicpacci 

1 ICdIL UDCdJC 


0 (00) 


9 (4 31 


7 (20 6) 


8 (148) 


0 068 


Other conditions 


4 (36.4) 


1 6 (34.0) 


20 (58.8) 


36 (66.7) 




Count of concurrent medical conditions, mean (sd) 


1 .6 (0.9) 


2.2 (1.8) 


3.5 (2.1) 


4.0 (2.7) 


< 0.001 


Substance use in past 3 months, n (%) + §§ 












Alcohol 


5 (45.5) 


31 (66.0) 


21 (61.8) 


36 (66.7) 


0.583 


Marijuana 


2 (18.2) 


23 (48.9) 


21 (61.8) 


26 (48.1) 


0.093 


Cocaine and other stimulants 


3 (27.3) 


14 (29.8) 


1 8 (52.9) 


17 (31.5) 


0.117 


Opiates*** 


3 (27.3) 


1 6 (34.0) 


16 (47.1) 


17 (31.5) 


0.435 


Sleeping pills or sedatives 


2 (18.2) 


8 (17.0) 


7 (20.6) 


10 (18.5) 


0.983 


Other drugs 


0 (0.0) 


2 (4.3) 


0 (0.0) 


3 (5.6) 




CAGE score, mean (sd) ++t 


0.6 (0.9) 


1.2 (1.4) 


1.3 (1.5) 


1 .6 (1 .6) 


0.500 



OTC = over the counter; COPD = chronic obstructive pulmonary disease (incl. chronic bronchitis and emphysema). 

- = statistical test not performed. 

Notes: 

*Chi-square test excludes transgendered participant. 

f Participants could select more than one option; percentages may not add to 100%. 

* In order to be eligible for the study, participates had to have pain lasting at least three months. 

§ Includes both spontaneous responses and those that were prompted. 

**Among participants who are receiving medical care. 

tf Must have been prescribed by physician. 

Includes herbal remedies, acupuncture, physical therapy, psychotherapy, massage therapy, and relaxation techniques. 
§§ Not prescribed by physician. 

***lncludes Tylenol 2 or 3 containing codeine, oxycodone, morphine, heroin, methadone, and other opiates. 
ftt Among participants who have used alcohol in past three months. 



they were "very" or "somewhat" satisfied with their medi- 
cal care (X 2 = 25.0, df = 3, p < 0.001) and was marginally 
and inversely associated with participants reported that 
their pain is "very" or "somewhat" controlled (X 2 = 7.9, 
df=3,p = 0.049). 

Less than half of participants (41.4%) were currently 
being treated for their pain. Treatments included over- 
the-counter medications (48.0%), street drugs (46.1%), 
medications prescribed by a physician (43.4%), alcohol 
(28.9%), and other treatments (including herbal reme- 
dies, acupuncture, physical therapy, psychotherapy, mas- 
sage therapy, and relaxation techniques) (23.7%). Thirty 
participants (19.7%) reported concurrent use of both 
street drugs and medications prescribed by a physician, 
and 39 (25.7%) reported concurrent use street drugs and 
over-the-counter medications. Participants with more 
severe pain were more likely to report using medications 



prescribed by a physician to treat their pain (X 2 = 17.8, 
df = 3, p < 0.001). The number of self-reported concur- 
rent medical conditions increased with increasing 
chronic pain severity (F = 7.7, df = 3, 142, p < 0.001). 

Participants reported using the following regulated 
and illicit substances in the past three months: alcohol 
(63.6%), marijuana (49.7%), cocaine and other stimulants 
(35.1%), opiates (including codeine, oxycodone, mor- 
phine, methadone, and heroin) (35.1%), and sleeping 
pills or sedatives (17.9%). CAGE scores, which measure 
alcohol dependency, did not significantly differ by 
chronic pain severity (Table 1). Frequency of drug use 
by pain severity is shown in Figure 2. 

Physician Survey 

Of 152 participants, 130 provided the name of at least 
one treating physician and gave consent for their 
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Health Care System - General 

Transportation (difficult to get to appointments) 
Cannot find a doctor 
Appointment time issues (e.g. wait times) 
No insurance document 
Cannot find a specialist 
Health Care System - Physician-related 
Doctor is unable to identify what is causing the pain 
Doctor refuses to prescribe medications due to addiction 
Doctor is not prescribing the proper medication 
Doctor is not prescribing the proper dose of medication 
Difficulty renewing or getting prescription medication needed 
Problems with doctor-patient relationship 
Discrimination by the doctor 

Shelter System 

Poor sleeping conditions/type of bed 
Unsupportive shelter staff 
Stress of shelter life (e.g. instability and lack of privacy) 
Difficulty finding a safe place to store medications 
Difficulty accessing prescription/OTC drugs stored at shelter 
Not allowed to rest in bed during the day 
Other aspects of shelter life 
Biomedical 

No cure for the underlying condition causing the pain 
Adverse reaction to medication(s) 
Medications are ineffective 
Physical disability interferes with pain management 
Pain has unpredictable times of onset 
Constant or uncontrolled pain 
Financial 

Unable to afford/obtain complementary/alternative therapy 
Cannot afford prescription medications 
Unable to afford/obtain street drugs 
Cannot afford OTC medications 
Personal 

Concerned about becoming dependent/overdosing on drugs 
Lazy/don't bother to manage the pain 
Always need to keep moving to prevent the pain 
Unable to restrict physical activity 
Depression or other psychological issues 
Work-related obligations make pain management difficult 
Substance use makes pain management difficult 
Physical Environment 
Weather makes pain management difficult 
Other reasons 
No barriers reported 
Refused to answer 



0% 



10% 



20% 



30% 



40% 



50% 



Percent 



• Spontaneous Responses □ Prompted Responses 



Figure 1 Self-reported barriers to pain management, spontaneous and prompted responses 



physician to be contacted. However, a number of these 
physicians could not be located, declined to participate, 
had no record of the patient, had not seen the patient 
within our specified time frame (within the last 12 
months for primary care providers and within the last 



three months for other physicians), or had seen the 
patient on only one occasion. Thus, interviews were 
completed with 61 physicians, representing 40% of study 
participants. Participants with physician data were sig- 
nificantly older (50.0 vs. 43.5 years old; F = 13.9, df = 1, 
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Figure 2 Drug use frequency among homeless participants by Chronic Pain Grade (n = 146). 



150, p < 0.001) and had more severe chronic pain 
(45.5% vs. 31.9% classified as Grade IV; X 2 = 8.0, df = 3, 
p = 0.046) compared to those without physician data. 
Not surprisingly, participants with physician data were 
also were more likely to receive disability benefits 
(40.0% vs. 17.8%; X 2 = 9.1, df = 1, p = 0.003) and were 
more likely to report currently being treated for pain 
(59.0% vs. 29.7%; X 2 = 13.0, df = 3, p < 0.001). The two 
groups did not significantly differ with respect to sex, 
lifetime duration of homelessness, other sources of 
income, education, or duration of chronic pain. 

Only 39 (63.9%) of the 61 physicians contacted were 
aware of their patient's chronic pain, and only 31 
(50.8%) were treating their patient's pain. Among the 
physicians who were treating the study participant's 
pain, 16 (51.6%) were using a special prescribing prac- 
tice (e.g., dispensing only a two-week, one-day, or single 
dose supply of medication at one time), 13 (41.9%) 



specifically stated that treatment with opiates should be 
avoided in their patient, and 24 (77.4%) reported diffi- 
culties managing their patient's pain. The difficulties 
most commonly reported were a reluctance to prescribe 
narcotics due to a history of substance abuse in the 
patient; treatment challenges due to psychiatric comor- 
bidities; frequently missed appointments; difficulty get- 
ting the patient to take medications correctly; and the 
patient's lack of coverage for alternative or complemen- 
tary therapies. When asked to describe their patient's 
housing situation, 17 (27.9%) physicians were not aware 
of their patient's current or past history of homelessness. 

Discussion 

In this study of homeless shelter residents in Toronto, 
more than one-third of study participants were classified 
as Chronic Pain Grade IV, indicative of high intensity 
and high disability. Almost half the participants reported 
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use of street drugs to treat their pain, and 29% reported 
use of alcohol. Among participants' physicians who were 
interviewed, only half were treating the participant's 
pain, and 77% of treating physicians reported difficulties 
managing their patient's pain due to factors such as a 
history of addiction in the patient, psychiatric comorbid- 
ities, and missed appointments. 

Homeless individuals reported numerous barriers to 
chronic pain management, and reporting a larger num- 
ber of barriers was significantly associated with increas- 
ing pain severity. Commonly reported barriers included 
the stress of shelter life, inability to afford prescription 
medications, and poor sleeping conditions. While this 
study was conducted in a health care system that pro- 
vides universal health insurance, these self-reported bar- 
riers are similar to those described by clinicians working 
with homeless individuals in the United States, where 
lack of health insurance poses an additional barrier to 
obtaining needed care [10,13]. 

To our knowledge, this is the first study in the peer- 
reviewed literature to describe the severity and manage- 
ment of chronic pain in a homeless population and to 
examine both homeless patients' and their physicians' 
perspectives on chronic pain management. The study 
enrolled a random sample of shelter users with chronic 
pain in a major North American city and used validated 
instruments to assess chronic pain severity. However, 
despite these strengths, certain limitations should be 
noted. Our study was designed to obtain a representa- 
tive sample of homeless individuals with chronic pain 
and was not intended to generate an estimate of the 
prevalence of chronic pain among homeless people. Our 
sample was restricted to homeless single adults who 
used shelters; consequently, our results are not general- 
izable to homeless families or youth. While our sam- 
pling strategy excluded homeless individuals who do not 
use shelters, the size of this subgroup is minimal in the 
city of Toronto, with only 8% of Toronto's homeless 
population individuals staying outdoors on any given 
night [12]. Chronic pain was determined using self- 
report, and some individuals may have falsely reported 
the presence of chronic pain in order to participate. In 
order to reduce the likelihood of this occurrence, the 
study's focus and eligibility criteria were not disclosed to 
individuals who were being screened. Finally, we were 
able to complete a physician interview for only 40% of 
study participants, in part due to the lack of a regular 
source of care for many homeless individuals. 

Conclusions 

This study's findings demonstrate a need for improved 
approaches to the management of chronic pain in the 
homeless population. Outreach efforts may be necessary 



to engage homeless individuals who suffer from chronic 
pain but are not seeking appropriate care. Health care 
providers who work with marginalized populations 
should familiarize themselves with their patients' hous- 
ing situations and routinely screen individuals who are 
homeless for chronic pain. Clinicians should inquire 
about barriers to pain management, such as financial 
ability to obtain appropriate over-the-counter and pre- 
scription medications and the adverse effects of home- 
less people's living and sleeping conditions. This latter 
issue raises the question of whether interventions that 
provide housing for homeless individuals might also 
have substantial positive effects on pain control. 

Finally, the physician interviews suggest that the man- 
agement of chronic pain in homeless individuals who 
have a history of substance use dependency poses ser- 
ious challenges to clinicians, who are often understand- 
ably concerned about the potential abuse of opiate 
analgesics [18,19]. These concerns, while not unjustified, 
should not be considered a reason to avoid addressing 
chronic pain management for these patients. Further 
research is needed to evaluate the effectiveness of care- 
fully specified pain management protocols, including 
pharmacologic and non-pharmacologic therapies, for the 
control of chronic pain in this population. 
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